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Final Observations
Statement of Licensure Violations

300.1210b)
300.1210c)
300.1210d)6

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents'
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.
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These Requirements were NOT MET as
evidenced by:

Based on interview, record review and
observation the facility failed to provide
supervision to 1 of 3 residents ( R4) in a sample
of 9 by failing to prevent the possession of
(ETOH) alcohol while inside the facility. As a
result R4 sustained a hand laceration due to
intoxication.

Findings include:

R4 is a 52 year old male with a diagnosis
including Diabetes 2, Chronic Obstructive
Pulmonary Disease, Anxiety Disorder, Alcohol
Dependence, and Cocaine Abuse. R4 was first
admitted to the facility on 1/28/21.

R4 s April 2022 Minimum Data Set BIMs score is
14,

R4 has care plans including:
12/30/21 care plan - potential for altercation in
cognitive status r/t toxic metabolic

encephalopathy 2/2 ETOH and substance abuse |

and hx of hyperammonemia.

7/1/21 care plan - Has mood problem r/t Disease
Process alcohol and drug abuse.,

4/13/21 care plan - Has Delirium or an acute
confusion episode r/t alcohol and drug abuse.
6/27/22 (recent) care plan - Has potential to
demonstrate physical behaviors r/t poor impulse
control. 6/27/22 R4 was observed intoxicated,
became aggressive and punched out the window.
Date initiated 6/27/22.

Review of documents show that on 6/27/22 the
facility sent lllinois Department Of Public Health
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an incident report. The report included
documentation that the nurse heard a loud yelling
and noise coming from the room, upon entering
room Patient was observed guarding left hand
with a cloth and closer look blood was noted.
Patient seen belligerent, unsteady gait, slurred
speech, combative, screaming, and aggressive
towards staff. Patient refused first aid care and
vital signs. The window was broken in the room
and glass on floor. Team Health On Call called
and Nurse Practitioner called and returned call
and made aware. 911 called. 911 in facility and
Pt. (patient) care for his left hand. BiMs score 13.
Resident denied being abused or mishandled.

Review of hospital record { 6/27/22 ) shows R4
admitted to hospital with a diagnosis including
hand laceration and alcohol intoxication.

6/27/22 progress note/behavior note states -
Writer ( V6) 1AM was at the nursing station and
heard a loud yell coming from the back of the
unit. Writer immediately went to where the noise
was coming from and observed patient in his
room with an unsteady gait, slinging his left hand
with his clothes noted with blood on it. Patient left
hand (back of the hand) was also noted with
blood which patient refuses for writer to render
first aid care to the hand. Patient appears to be
intoxicated with alcohol with slurred speech
unsteady gait and also combative towards writer.
Rapid response was called which staff nurses in
the facility arrived on the unit to assist with patient
care. Patient now still combative, screaming and
calling staff out of their names with threats of
bodily harm. Other staff unable to assist patient
due to his aggressive behavior. Patient refuses
vital signs to be taken by staff nurses and also
refuses to change his clothes which has blood on
it. 3-11 pm Supervisor also arrived at the unit to
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